THE subject to which I wish to call your attention is perhaps best illustrated in the out-patient departments of our gynaecological hospitals, and the most striking cases are those of "one-child sterility." The patients belong, for the most part, to the class who even yet receive the least possible attention during labour and the lying-in state, and who most patiently endure the discomforts and ailments which can ultimately be traced directly to parturition and the puerperium. The category of cases with which I wish to deal contains those which in the puerperium are not diagnosed or abnormal, or, even in the ordinary course of medical practice, are not definitely diagnosable.
Why are these cases not diagnosed ?
(1) The ordinary midwife makes no exact observations. She is incapable of doing such a thing. The number of the bona-fide type of persons practising midwifery who cannot read a clinical thermometer is astonishing and deplorable, and this, seven years after the rules drawn up by the Central Midwives Board have come into force.
(2) Our " monthly nurses " belong largely to the same uneducated class. They iniss the slighter symptoms, and consequently at the daily visit give the practitioner an unduly favourable report of the patient's condition. It is so much more pleasant and easy to do so.
(3) The most careful and experienced medical practitioner, with an apparently normal case, visits only once a day, and that in the forenoon. The pulse and temperature are then at their best, and if the pulse is quickened in some measure the acceleration is attributed to excitement due to the doctor's visit. It is natural for the medical attendant to assume that when everything known to obstetric science has been done for the welfare of the patient the puerperium will be normal, unless observations are made to the contrary. We know, of course, from painful experience that absolute asepsis of the genital organs is as yet impossible of attainment in private practice, especially among the working classes, but with our well-founded belief in cleanliness and noninterference, and our practice in conformity, we obtain very good results upon the whole. Fortunately, an encyclopa3dic knowledge of bacteriology is not so generally diffused among practitioners as to paralyse our efforts at prophylaxis and treatment, as has been the case to such a large extent in some regions of the Continent, especially in Germany.
In contrast with private practice it is alleged that " morbidity" is unknown in some of our lying-in hospitals. Their statistics should be exactly inquired into with some salutary scepticism. For the sake of peace I shall not compare British lying-in hospitals in this respect, but if, for illustration, we look at the reports of a series of German obstetric clinics we are at once struck with the extraordinary range between the maximum and minimum of morbidity. The differences appear to depend not upon facts but upon interpretation of terms, and also largely upon the temperament of the director of the hospital. In the class of case in British practice to which I am seeking to attract your attention, neither pulse nor temperature observed by the nurse may amount to "morbidity" in any sense yet generally accepted. The case is ultimately diagnosed by the remote effects of certain pathological processes.
What, then, are the symptomits which might be observed by the exercise of great care ? Never a rigor. Rigor always implies sepsis of the graver degree. We can exclude all the forms and degrees of sepsis to which we attach the name of " puerperal fever," a good old term which has a prescriptive right to survive. In the severer cases still within the category which forms my subject, probably on careful inquiry it would be found that a certain sense of chilliness would be mentioned by the patient. In my experience, however, this is one of the important symptoms that is almost always glibly explained away by the nurse, and receives vastly too little attention.
We have fallen into an evil custom of manufacturing new terms not based on new knowledge, and reputations not being made on the diligent use of the Greek dictionary, as inL the middle of last century. There has been a vast amount of experience and much controversy throughout the generations, but no noteworthy new knowledge has been added to obstetric science and practice since the middle of the eighteenth century, except the evangel of Seminelweis, explained by the work of Pasteur, and practicallv applied by its apostle Lister. Keeping this in mind, it will be seen that my subject occupies a distinct place in the new knowledge as dealing with the slighter forms of lymphatic sepsis. It excludes, a fortiori, the pyaemic form which is always grave even in its slighter manifestations, and the mixed haemic and lymphatic form which shows itself more or less tardily in a comparatively light attack of phiegmasia alba dolents. Among the new terms bandied about without clearness of thought are "sapramia " and " septicemia "-responsible for many a disaster.
If we now. a.nalyse the positive signs and symptoms in the cases under consideration, we find invariably with exact and painstaking investigation (a) Accelerated pulse-rate; (b) Slight and not evanescent rise of temperature at some period within the twenty-four hours, usually in the early part of the evening-this. altogether apart from the physiological maximum and minimum, in persons who live regular and peaceful lives. For observations on these points the doctor must depend upon a well-trained conscientious nurse who is able and willing to keep full nursing notes, showing the exact temperature every four hours during the day. When the notes are a correct record the inedical attendant will see at a glance during his daily visit whether there is any abnormality, and he will take measures accordingly, or resolve to make exact observations later. If the doctor belongs to the type of easy-goers, who can be satisfied with the monthly nurse's explanation jy-12a that the baby was fractious, that the husband was not very kind, or that the breasts were just " a bit too full," then so much the worse for the patient.
Is paini a symptom? There is none which may not be, and usually is, mistaken for some incidental and entirely fortuitous discomfort. The expression of pain depends so largely upon the patient's upbringing and temperament. Upon the whole, among the humbler class of patients, there is an expectation of great tribulation in the first labour atnd child-bed, and the fear of being thought " soft " produces a tendency to minimize symptoms which ought to receive medical attention. In any case a slight pain is a late symptom in the class of cases which we atre considering, and it can be elicited only by special manipulations, according to the pathological type to which the particular case belongs -bimanual examination in slight endometritis with metritis, because the uterus is more or less sensitive to touch; deep lateral external pressure when there is a suspicion of slight perimetritis.
Is there foul-smelling lochial discharge ? Frequently. The association of foul lochia and slight rise of temperature always inmplies the possibility of immediate danger, and it is characteristic of the only class which calls for manipulative treatment without delay. But, says an objector, " It is only a slight attack of sapremia; it is not septicsemic." That is a very modern and entirely unproved, even unfounded, distinction. If you analyse the flood of verbal propositions which compose such a large part of the chapters on the pathology of the puerperium in so many of the text-books, you will find no clear exposition of a difference between sapraemia and septicaemia which can be promptly and effectively applied by the general practitioner. We are assured that the cases differentiate themselves in a few days, but a few days will miiake all the difference between satisfactory recovery and ruined health. I have my doubts as to " wait and see" being a satisfactory principle as applied either to the practice of midwifery or of politics. Foul-smelling discharge in child-bed demands active interference for the removal of the cause, not mere concealment of the odour by an antiseptic
douche.
Now what are the pathological processes going on under our eyes, unobserved or undervalued, their import and possibilities seldom or ever exciting the interest of even-the medical attendant'? The process is at matter of degree, not of kind. It may be:
(1) Septic endometritis with metritis.
(2) Perimetritis, strictly localized, in addition to the endometritis.
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(3) Parametritis owing to lacerations, to such a slight extent as only to show its previous existence remotely by cicatrices and changes in the cervical mucosa.
It is not my intention to inflict upon you more than the average amount of platitude on prophylaxis, diagnosis, and treatment.
Prophylaxis is the application of all the practical knowledge we possess for the preventing septic conditions in child-bed. The greater includes the less. The medical practitioner does not allow his patients to suffer because of ignorance or apathy on his part. It may be admitted that he is often not so long-suffering as he ought to be, and that he readily conceives conscientious reasons for harmful interference. Then at the present transition stage he is frequently ill-served by half-trained, self-satisfied persons who have obtained a little superficial instruction in "monthly " nursing alone. So prevention is deplorably difficult.
As to diagnosis in such cases, it is possible to be too conscientious in the employment of manual methods. Efforts at exact diagnosis by manipulatio;n may do more harm than good. Presumptive diagnosis with watchfulness is usually best for this class of patient.
The time for treatment, except in the more marked cases still within the category which we are discussing, has not yet arrived. The object of treatment is to prevent or minimize the consequences of the pathological processes, and the time for active interference is comparatively remote.
Let us take in more detail the pathological processes (I) ENDOMETRITIS WITH METRITIS.
As soon as the endometrium becomes infected, the process of involution of the uterus is arrested. This is a fact which does not appear to receive the attention which it deserves. In the severer cases of septic infection which call urgently for treatment because of symptoms implying danger to the life of the patient, we often find, when we proceed to active treatment at the end of the first week of the puerperium, or even later, that the curette with a graduated stem will pass in for 6 in. to 81 in. before it reaches the fundus uteri, and yet we are advised by some authorities to explore and clear out the cavity with our fingers! What digits they must be endowed with who can accomplish such a task! This arrest of involution is the chief cause of the pelvic condition observed remotely even in the slighter degrees of sepsis. In the typical case the patient leaves her bed at the time usual with the social class to which she belongs, and if she does not feel very robust, some of the numerous minimizing explanations are found by neighbours or nurse, and accepted as sufficient. Sooner or later certain symptoms arisethe remote symptoms of the pelvic condition which must in the long run receive attention even from the most apathetic or patient of women. These symptoms are produced by conditions resulting primarily from subinvolution. They are usually a sense of weight or dragging.
On physical examination, say six months or more after the confinement, some displacement of the uterus will be discovered. The usual displacements are downward or backward, or both combined. If the examination has been delayed until the retroflexion has become chronic, it will be found that there is thickening with erosion of the posterior lip. If this condition is discovered, it considerably affects the prognosis as to cure by manipulations and pessaries. I have heard this anatomical change attributed to a local sepsis, and curettage recommended for its cure. This is, in my humble opinion, mere imbecility as pathology, and the coarsest and most irrational abuse of the curette, even in an epoch when curettage is the most outstanding and discreditable abuse in gynaecological practice. I can remember a time when the guiding principle with many was: " If in doubt, introduce a pessary." Nowadays the principle appears to be, "If you don't know what is the matter, employ the curette."
If in a case of backward displacement of a subinvoluted uterus the ovaries are dragged off their shelves, out of their fossettes, then cure without operation is not one of our experiences. Even in cases of uncomplicated retroversion or flexion, cure by manipulation and pessary is by no means common. One recent German writer puts the proportion of cure, in cases observed for from one to seventeen years, as 7 to 10 per cent. The largest proportion of cures amounts to 20 per cent. according to August Martin and Fehling. What becomes of the remaining 80 to 90 per cent. ? They are condemned to " palliative" proceedings as a rule, and remain more or less under medical observation and treatment for the rest of their natural lives. This is the simple statement of a sad fact, which is perhaps not as a rule faced frankly and courageously by medical practitioners. During the child-bearing time of life sterility is by no means a consequence of these backward displacements without apparent cause. Impregnation, early symptoms of pregnancy and abortion form the usual cycle, occasionally varied by spontaneous rectification or retroflexion with incarceration of the gravid uterus.
(II) PERIMETRITIS.
When the sepsis in the slightest unobserved degree is conveyed by the lym-lphatics through the uterine wall or along the tubes, the result is peritonitis-the circumscribed peritonitis which we designate perimnetritis. Even the very slightest peritonitis is followed, as direct effect, by some measure of adhesion; involution has been arrested or retarded early; the uterus is therefore large and heavy at the patient's getting up, and all the anatonmical conditions favour the occurrence of colmlplicated backward displacement. Whether tubes and ovaries become displaced or not, they at once take on certain processes of change which lead to important consequences. The tubes sooner or later have the fimbriated ends retracted and closed, or they become adherent to the ovaries; the ovaries gradually undergo pathological changes which may produce no specific and individual symptoms, but are fraught with important consequences. The tunica albuginea becomes thickened and sclerosed so that the Graafian follicles cannot rupture externally and shed their ova, but they must rupture within the ovarian stroma producing at first small cysts containing blood instead of forming corpora lutea. If such ovaries are not displaced they become adherent in their fossettes, clothed in the organizing peritonitic exudation which slowly but certainly contracts, doing still further injury to the ovary.
This process of organization of exudation and adhesions is by no means rapid; and for perhaps a year or so the bands are readily torn down. Later the adhesions may become as completely organized and injurious as those that result from puerperal perimetritis, obvious from the first because of the severity of the synmptoms. They are separable only by cautious, prolonged manipulation. and they sometimes require the use of scissors.
TREATMENTN.
(I) Sub involution wvith1 Displa cevrien t.
The routine method of treatment has for its objects to diminish the congestion and bulk of the uterus, and to restore it to its normal position.
T1hese objects may be occasionally attained by medicated glycerine tampons and manipulations. The "medicated" is not essential; it is the glycerine which has the depleting effect. My favourite tampon consists of a long shred of lint, like a bandage. with 2 in. or so of the end soaked in glycerine. The most useless of all tampons is the pledget of absorbent cotton which the patient is directed to apply herself. These methods are all purely palliative and temporary in their effects. The final resort is, as. a rule, to the pessary, and the result is far from generally satisfactory. In simple hypertrophy with backward displacement the relief conferred may satisfy the patient and the doctor, but in the great majority of cases we condemn a young and otherwise healthy woman to discomfort and medical supervision for the rest of her life, for the menopause usually brings exacerbation. In retroflexion complicated with prolapse of the ovary nothing but harm can come from pessary treatment. It is astonishing how frequently the displacement of an ovary is overlooked in general practice, just as the complication of retroflexion with adhesions is not diagnosed in another category of cases; and the pessary treatment is persevered with in spite of the suffering resulting from pressure on sensitive parts.
In the long run, in most cases some sort of operation must be the last resort. In most of the old-standing cases with which we miieet there is a history of curettage once at least. The theory, if any, at the foundation of this practice may be that once septic always septic, as may be seen seriously alleged by a contributor to a German gynecological journal a few years ago. This on the analogy of Noeggerath's original doctrine that once infected with gonorrhoa, always gonorrhceal. I would suggest a method of treatment of the endometritis more gentle, as efficient, and without some of the serious objections to the curette, such as producing a wound which ultimately becomes a cicatrix. The uterine canal is cautiously dilated by means of a suitable laminaria tent, and a wick of gauze soaked in a solution of chloride of zinc is introduced up to the fundus, care being taken to neutralize the excess of the escharotic fluid. This application destroys a pellicle of the endometrium in a perfectly smooth symmetrical manner. The hypertrophy of the uterus is best reduced when there is some laceration of the cervix by an exaggerated Emmet operation, with the apex of the wound on each side reaching so high as to divide some branch of the uterine artery. Failing success of these minor measures, posterior colporrhaphy may be tried, here also by a rather exaggerated operation to make allowance for future shrinking; but, after an apparently successful operation of this kind, a pessary may have to be worn if the tendenqy to prolapse has been at all marked.
Among the operations suitable for uncomplicated prolapse with retroflexion is, I need hardly say, Alexander's operation of shortening the round ligaments. There is a distinct field of uisefulness for the original operation, which, it m-aust be conceded, has a tendency to diminish in area. It fails to stand the test of pregnancy and parturition in about '20 per cent. of all cases. PELVIC PERITONITIS. By far the illost interesting portion of the class of pelvic diseases concerning the origin of which we can obtain no clear evidence is that of comzplicated uterine and ovarian displacelient, of which the cause or sonme part of the cause is pelvic peritonitis or perimetritis. Instead of a statement in general terms, an illustrative case will perhaps more clearly indicate the features of such a category. Such illustrative cases are by no means difficult to find. Here, e.g., is a typical case of onechild sterility, from the practice of a man of wide experience and sound judgmlent in one of our mnost important Lancashire towns:-Mrs. D., admitted to the Manchester Southern Hospital, October, 1899. The patient is aged 28; she has been married nine years, and has one child, born eight years ago. The labour was apparently normal and required Ino interference whatever. The patient got up at the end of twvelve days, apparently well. She did not try to suckle the infant. In the course of a year or so Mrs. D. began to complain of certain discomforts, and Dr.
, after the usual examination, tried to replace the uterus, which he found retroflexed, by means of a pessary. This method was not successful, and the patienit has been ailing to a slight extent ever sinc6. There is no menstrual derangement: except within the last year or two the menstrual flow has gradually become more profuse and prolonged. It now continues seven days. At the hospital the case was diagnosed as retroflexion with adhesions. The patient was kept in bed for three weeks for treatment by douching and glycerine tampons, withollt appreciable benefit, so after due consideration by all interested the operation of ventro-fixation was performed. The uterus was found to be bound down by firm, but not extensive, adhesions. These w-ere dealt with in the usual way, and the operation was completed. Patient was kept in bed for five weeks after the operation, although there was no incident to suggest special caution, and she went home perfectly well.
Let us supplement this case with another, in xvhich the adhesions resulting from perimetritis were not allowed time to becoine firmly organized. It also illustrates the futility of somiie of our methods of treatment in complicated backward displaceml-ents, such as the Schultze process Mrs. J., aged 28, with history of some sliglht illness after miscarriage during the first year of m-aarriage. When admitted to the Manchester Southern Hospital in October, 1891, she was found to have retrofiexion, with adhesion of the uterus. The ovaries were not displaced as far as could be made out by ordinary examination. The employment of douching, tampons, and the Schultze manipulations failed to rectify the position of the uterus. Operation of ventro-fixation, October, 1891. Uterus found to be adherent to pelvic floor; broad ligament folded back, but ovaries not dragged from their fossettes, to which they adhere. Adhesions broken down readily, some hbemorrhage from torn adhesions. Ventro-fixation completed in the usual way smooth recovery. Normal pregnancy labour and puerperium in following year. Now, as such cases could be multiplied indefinitely from the notes of the last twenty years, and the practical conclusion from these two early cases are obvious, I forbear from the tedious process of further storytelling. I do not propose to analyse and criticize the vast number of ingenious methods of treatment, mostly surgical, which have been proposed and adopted more or less in Europe and America; I should only like to state my own conclusions that all these fancy operations have failed, with the exception of those which enable the operator to inspect the field of operation. Incomparably the best of these operations for backward displacement of the uterus with adhesions or abnormalities of position resulting from pathological conditions of ovaries and tubes is ventro-fixation-that is, hysteropexis hypogastrica, when properly perform-ed-and no such operation is properly performed in which there is not complete abstention from interference with the round ligaments and the corpus uteri, except for a very short distance immediately above the isthmus. With the field of operation clearly in view, any necessary repairs of tubes or ovaries can be readily effected. It is seldom, if ever, justifiable to sacrifice either tube or ovary.
Without going into detail, I may state broadly the practical conclusions thrust upon us by the frequent occurrence of the pathological conditions which I have endeavoured to describe-viz., not preceded by any observations of puerperal sepsis in the puerperium:-
(1) Every woman should be carefully examined within six or eight weeks after her confinement.
(2) If subinvolution without complication is discovered, treatment should be at once begun, with the object of bringing the uterus to its normal condition.
(3) If uncomplicated retroflexion is diagnosed, the use of tampons, followed by the temporary wearing of a pessary, may possibly be successful.
(4) If tampons and pessary fail to restore the uterus to its normal condition and position, adhesions must be suspected, and efforts made to bre.ak them down by manipulations under aneesthesia. (5) Failing success by manipulation, ventro-fixation, with the necessary modifications, is the only rational operation.
(6) In every case of one-child sterility with retroflexion, whatever the negative evidence, puerperal sepsis to some-degree should be assumed as the cause, and ventro-fixation resorted to.
DISCUSSION.
Dr. HERBERT SPENCER did not think that there was much in the paper to discuss. Part of it consisted, in the words of the author, of not more than the average number of platitudes with which everyone would agree, and part of it of dogmatic statements with which he believed very few would agree. There was no mystery about hysteropexy or Sir William Sinclair's method of performing it. It was a useful operation in certain cases of retroflexion, but, as was shown by Dr. Russell Andrews and others, it did not always give good results, and was sometimes followed by disaster. He had himself known pain to follow the operation in cases performed by himself and others, and thought on the whole that the result of shortening the round ligaments by the abdomen was preferable to stitching up the uterus, although he had known pain also after that operation. He bad operated by shortening the round ligaments in a case where conception occurred a few weeks after the operation, and the pregnancy and labour pursued a normal course and the subsequent health of the patient was excellent. He must protest against some of the statements in the paper. One of these said, " in contrast with pri'vate practice, it is alleged that morbidity is unknown in some of our lying-in hospitals." He asked Sir William Sinclair for the source of that statement, which he (the speaker) had never come across in any work he had ever read. Then, again, what was the meaning of " ovaries are dragged off their shelves " ? Could Sir William Sinclair give any authority for the implication that normal ovaries are ever on shelves in the living body ? Then, again, "no noteworthy new knowledge has been added to obstetric science and practice since the middle of the eighteenth century." He did not see the slightest use in discussing statements of this kind.
Dr. CHAMPNEYS said that Sir William Sinclair's preliminary remarks, apologizing for the character of this paper, almost disarmed criticism. He would only speak on one or two points. In the first place, he did not think that the author was correct in saying that it was the habit in London to treat cases of sapraemia lightly. He believed that all teachers taught that, at the onset, it was impossible to be sure that a case of puerperal pyrexia was nothing but sapreemia. The point was to make certain that nothing gross was left inside the uterus, and, in severe cases, to remove anything remaining. If symptoms ceased on providing for the thorough evacuation of the uterus, the case was one of saproamia. The author had referred to the Central Midwives '232
Sinclair: Slighter Forms of Puerperal Sepsis Board (of which he was an original member), and to the great drawback from the survival of so many " bona-fide" midwives. It was not the fault of that Board that these women were on the Roll; but, indeed, it was an act of justice that they should be put upon the Roll, and this was in accordance with the practice of the Legislature in such cases. Now, this class of midwife doubtless included many who were highly undesirable, and such women were giving up practice, dying, and being eliminated by the Board at its penal sittings; but it also included women who were of great utility, and of whom local supervising authorities spoke highly. They had, it is true, to make bricks without much straw, but the bricks which they made were often uncommonly good. Sir William Sinclair spoke rather despondingly of the progress which was being made in the care of the poor mothers of the kingdom. Table B , calculated in the proportion of 1,000 births, showed the same thing, and these results were graphically set forth in diagrams A and B. Diagram C, showing the death-rates from puerperal sepsis and accidents of childbirth to 1,000 births, showed that this rate prior to 1902 was never below 4-39; in 1907 it was 3'83. Striking evidence was given before the Committee to the same effect. As regards infantile mortality, Dr. Robinson, of Rotherham, stated that while the death-rate in cases attended by midwives was 101 per 1,000 in 1907, the death-rate in cases not attended by midwives was 194; in 1908 the mortality in midwives' cases was 92, in non-midwives' cases, 195. Dr. Champneys reminded the Section that the puerperal death-rate had not improved to any appreciable extent since Dr. Matthews Duncan's classical investigations published in 1871 until the present time. It was gratifying to find so substantial an improvement in the last few years.
Dr. MALINS said that he begged to traverse some of the remarks made by Sir William Sinclair as to the absence of any notable progress in our knowledge of midwifery during the past one hundred and fifty years, except, perhaps, that made by Semmelweis and Lister. The names of Edward Rigby, Denman, Simpson, and others, occurred to him as instances to the contrary. There was one direction especially in which great advance had been made during that period-namely, in our knowledge of the mechanism of parturition, as marked by the names of Saxtorph, Naegele, Litzmann, and others, to whom we are much indebted. With regard to the opiniion expressed by Sir William as to the present lack of intelligent appreciation of their duties by midwives and nurses, Dr. Malins said that the contrary was his direct experience, for that since the formation of the Central Midwives Board he had noticed, both from observation and experience as an examiner, a vast improvement in this respect. Dr. Champneys had given statistics in support of this, and, while the figures showed a great advance for so short a time, the facts pointed to the advantages gained and the good results obtained by the standard of knowledge required by this authority.
Dr. LEWERS said the author had spoken of cases of so-called " one-child sterility" associated with retroflexion. These he claimed to have cured by ventral fixation of the uterus. He had incidentally mentioned that in these cases separation of adhesions was necessary in order to restore the uterus to its normal position. Dr. Lewers thought that in the class of cases mentioned it was the adhesions, more or less completely occluding the fimbriated ends of the Fallopian tubes, that were the cause of the sterility rather than the retroflexion. He considered that if pregnancy followed the performance of ventral fixation in the circumstances mentioned, it was to be ascribed to the separation of the adhesions interfering with the patency of the Fallopian tubes rather than to the alteration in the position of the uterus itself.
Dr. EDEN said he understood the main point of the paper to be that a great many cases of chronic pelvic inflammation and of uterine displacement were due to slight septic infection during the puerperium which had not been recognized or treated. He was quite in agreement with this view, which had been impressed upon him by his experience of gynaecological out-patient practice. But with the explanation offered by Sir William Sinclair he could not entirely agree. So far from thinking that the distinction between saprlemia and septicaemia was a source of danger, he regarded it as of great practical usefulness. And, further, he thought that the work of Bumm with regard to septic endometritis in the puerperium marked a great advance in our knowledge, and justified the clinical distinction of the two varieties of uterine infection. Bumm's demonstration of the formation of a protective layer of leucocytic infiltration underneath the affected endometrium in putrid endometritis indicated the undesirability of curetting in the first week of the puerperium, for the destruction of this protective layer by the curette was an unjustifiable disturbance of the natural process of defence. The modern plan of avoiding curettage of the recently-infected placental site brought the treatment of the condition into line with the general surgical treatment of sloughing areas. Surgeons did not scrape such areas and so open up fresh channels for the absorption of infective material; they allowed the spontaneous separation of dead tissue to pursue its course, trusting to natural processes to isolate the area of infection. He thought these were sound reasons against the use of the curette.
The PRESIDENT (Dr. Macnaughton-Jones) said that with the general trend of the conclusions come to by Sir William Japp Sinclair as to the occurrence of certain preventable complications arising out of labour he quite agreed, and it was a question if in all cases where such examination could be carried out, whether after natural labour or otherwise, an examination of the pelvic organs should not be made within a given time. But there were several matters in the paper with which he could not agree. He thought the criticisms on midwives were rather sweeping. Both as regards nurses and practitioners Sir William Japp Sinclair appeared to have had a very unfortunate experience. Surely no intelligent practitioner of the present day would attempt to empty a uterus, 8 in. long, with the finger. As to the terms "sapramia" and "septicaemia," both from their derivations and the meanings ordinarily attached to them, he thought they should be kept totally distinct, Personally he always applied the term " saprwemia " to a local putrescence which generated toxins that were absorbed, and thus entering the blood, caused rapid and often fatal poisoning. "Septicaemia," on the other hand, he always associated with a general condition of blood infection, due to microbial or bacterial invasion. Then, again, he could not conceive that Sir William Japp Sinclair was speaking seriously when he said that the art of midwifery had not advanced since 1750. Since that date it had been elevated into a scientific art, worthy of the place it occupied in medicine generally. Since then it had been completely revolutionized. Take, for example, the changes in the blood in pregnancy, which were only first understood in the last century, and such important advances as those of Braxton Hicks and others. With regard to ventro-fixation, he understood from Sir William Sinclair that he always performed ventro-fixation, and not suspension. He quite thought that in a great number of cases the abdominal operation was preferable to Alexander Adam's, though he had always maintained that the latter operation had its own particular sphere of usefulness and was specially indicated in certain cases. But the abdominal method enabled us to explore the adnexa and deal with them if diseased, and thus save the woman from the ordeal. of a second operation. He had performed suspension in a large number of cases by his own method; a kink of each round ligament being taken up, and the suturing of both done to the peritoneum and sub-peritoneal fascia at either side, a uterine suture also in some cases being added. He had never known of any bad results following the operation in labour. He maintained that, save in exceptional cases and for some special reasons where the adnexa had to be removed, ventrofixation, with the fascia included in the suture, should not be performed during the child-bearing period of life. With regard to the allusion to the aphorism of Noeggerath, he (the President) thought it was meant to convey the fact that in some cases of gonorrhceal infection the effects were lasting and permanent. There could be little doubt of this latent existence of the gonorrhceal virus once it reached the adnexa and the grave consequences that frequently followed. They were indebted to Sir William Sinclair for having brought these practical matters before them for discussion, and for affording an opportunity for expression of opinion on the points that he had raised.
